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DISSEMINATION OF INFORMATION TO 
THE PUBLIC ON THE IDEALS 
OF MEDICAL CARE* 
W. C. DEAkyne, M. D. 
Smyrna, Del. 

This is the first year since 1941 that we have 
had the pleasure of welcoming most of our 
‘olleagues who left their practices for war 
service. Their record in preserving and re- 
storing the health of our armed forces con- 
tributed largely to another brilliant chapter 
in the annals of American medicine. 

Less spectacular, but perhaps no less im- 
portant to the health economy of the nation, 
was the work of those who remained in private 
practice and assumed added burdens in serv- 
ing the medical needs of the home front. 

Without exception each has performed his 
services at home and abroad with unstinting 
devotion to the ideals of medical care, and 
each of us has had his part in the advances 
which have continued to make American medi- 
eal eare the best in the world. 

A eareful examination of the record of 
American medicine in comparison to medical 
standards and achievements in other coun- 
tries which have experimented with state 
medicine shows that our advances are largely 
due to the ideals which govern us in our pri- 
vate practices and to the close personal rela- 
tionships which exist between each doctor and 
his patients. 

But there are grave threats to all that we 
have achieved, and all that we as guardians 
of the public health stand for. 

During the term of my office as your presi- 
dent the issue of state medicine versus pri- 
vate practice has been brought into sharper 
focus. Whether we shall eventually have 
some form of government-administered ecom- 
pulsory program for medical care, with its 
attendant dangers of political manipulation, 
and deterioration of all that we have built up 
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through years of progress, rests largely upon 
the extent to which the public understands the 
issues involved. 

We would, therefore, be remiss in our duties 
to the public if we were to fail to use every 
means available for the dissemination of truth, 
initiating educational programs where neces- 
sary and aiding in the expansion of existing 
programs, working closely with all other 
agencies whose aims coincide with ours, and 
assuming all responsibilities that are right- 
fully ours by virtue of our obligations in mat- 
ters concerning public health. 

The basis for all health education is medi- 
cine, and we as a profession must continue to 
lead, in our communities, in our state, and in 
our nation, in the development of whatever 
procedures are necessary to reach and inform 
all of the people. 

It is with the means of making that leader- 
ship effective that I am at present concerned. 
What avenues are open to us, in Delaware par- 
ticularly, through which we ean reach and in- 
fluence for the public good every segment of 
publie opinion ? 

One of the most potent factors in establish- 
ing truth firmly in the public mind is the 
publie school. Administered by state govern- 
ment, free of political interference, and inde- 
pendent of any hint of bias, the publie schools 
of Delaware stand high in the quality of their 
personnel and educational facilities. While it 
is within the provinee of no special group to 
attempt to shape the courses of instruction to 
their own ends, it is entirely proper for pro- 
fessional and business groups to offer their 
full cooperation and counsel both to the De- 
partment of Public Instruction and to the 
local school officials. It would, for example, 
be both proper and desirable for us to explore 
all of the sourees of materials dealing with 
questions affecting public health and welfare, 
secure and collate these materials, and pass 
them on to the various schools for classroom 
and reference work. It would further be de- 
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sirable and proper for us to organize and fur- 
nish educational programs, utilizmg one or 
more of the following means of instruction : ex- 
hibits, motion pictures, dramatic presenta- 
tions, stereoptican slides, lectures, printed 
material upon which students can base discus- 
sions, debates and reports, and recordings of 
radio programs. Wherever feasible in con- 
nection with the established health programs 
of the school, we should sponsor contests 
among the students, giving suitable awards 
for merit in such activities as the making of 
posters, the writing of papers on selected sub- 
jects, and the completion of projects in certain 
specified health fields. 

Close cooperation with the schools lays a 
solid foundation for improvement in the over- 
all, long-range health picture, besides paying 
immediate dividends in assuring to the medi- 
eal profession a continuing leadership im all 
matters pertaining to the public health. Such 
cooperation reaches not only the children 
directly involved; it also results m an in- 
ereased awareness on the part of all parents 
and all educators of the willingness and the 
ability of this profession to render vital ser- 
vices obtainable from no other source. 

As for those persons who are already out of 
school or who may have lacked school oppor- 
tunities, we have an obligation no less great 
and one possibly more difficult of fulfillment. 
Certainly we shall have to avail ourselves of 
the most modern and efficient methods of get- 
ting and holding the interest of the people 
who need information on subjects such as pre- 
payment plans for medical and surgical and 
hospital care, and the services already avail- 
able to them, and to be made available, with- 
out the need for federal interference or penal 
compulsion. 

First I suggest that here in Delaware we be- 
speak the cooperation of our radio stations and 
of our newspapers in performing the great 
publie service of informing our people. I do 
not consider it necessary to take paid space in 
the press nor to pay for time on the radio. 
The editors of our papers and the directors of 
our radio stations have. in common with us 2a 
sincere desire to serve the best interests of the 
people. It would be our duty to furnish av- 
thentic information in a form acceptable to 
the media using it, keved to public interest 
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and need, and devoted to health education, 
which, in the final analysis, must inelude such 
things as health insurance plans and hospital- 
ization plans. It would be the pleasure of the 
owners of the various media to fulfill their 
public duty in seeing that these materials were 
presented to the best advantage. A practical 
manual of technic and authoritative guide to 
the medical profession in the use of these and 
other means of reaching the public has been 
prepared by W. W. Bauer, Director, Bureau 
of Health Education, American Medical Asso- 
ciation, and Thomas G. Hull, Director, Scien- 
tific Exhibit, American Medical Association. 
This volume, entitled ‘‘Health Edueation of 
the Publiec,’’ will prove invaluable in carrying 
out any of the suggestions made in this paper. 

We should not overlook the value of exhibits 
as a means of interesting people in health 
matters, supplemented by other miscellaneous 
devices such as leaflets, pamphlets, and post- 
ers. Exhibits should be readily transportable, 
expertly designed and supervised, and should 
accentuate graphic presentation rather than 
verbal. Good exhibits call for expenditure of 
time and effort, but unless the exhibit is good 
it will be entirely worthless in catching public 
attention. The ideal exhibit is artistically 
attractive, tells its story simply yet forcefully, 
with nothing to detract from its unity of pur- 
pose, its main idea. The traveling exhibit 
would seem to be of the greatest use as the one 
best caleulated to reach the greatest number 
of people. Such exhibits, housed in trailers, 
could cover the entire state. Other exhibits 
would have their place in the windows of 
cooperating drug stores and other places of 
business, at various conventions, at fairs, and 
at public gatherings. 

It wouid be well to discuss the advisability 
of sponsoring public gatherings devoted to 
public health matters. Such gatherings can 
be successful if adequate advance publicity is 
secured, if the public is assured that the 
speaker or the manner of presentation of the 
material will be interesting, and if the chair- 
man is skilled in conducting meetings in such 
a manner as to increase the prestige of the 
sponsors. Lectures, with or without illustra- 
tion by slides or by motion pictures, still have 
a vital place in molding public opinion. Lec- 
tures sponsored by our association will be ef- 
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fective only to the extent that we are willing 
and able to give the time and perform the 
work necessary for success. 

We should, it seems to me, take advantage 
of every opportunity to furnish speakers for 
the numerous groups of persons who are eager 
to obtain good speakers. Such opportunities 
are constantly recurring in every community 
throughout the state. It might be worthwhile 
to establish within our society a speakers’ 
bureau whose function would be to list avail- 
able speakers from our profession, to receive 
requests for speakers, and to meet these re- 
quests. 

In all of our public relation activities we 
should work closely with every group which 
logically is allied with us, for example, with 
the State Dental Association, with the State 
Department of Health, with the State Nurses’ 
Association, and with the State Pharmaceuti- 
eal Association. 

We must all of us be constantly aware, both 
in practice and in social and civie contacts 
outside our profession, of the many oppor- 
tunities for giving information on vital issues 
in informal conversation. 

We must likewise take advantage of the 
opportunities for aiding legislators to arrive at 
informed conclusions on all issues in which 
they have, or conceivably might have, a legis- 
lative interest. Besides personal contacts 
with our state leaders, it is highly desirable to 
initiate and maintain a correspondence with 
each legislator in and from Delaware, and 
with other responsible public officers. Such 
letters should be written not only by duly 
appointed officers of our society, but also by 
individual members. The _ personal letter, 
sent to the right person, is one of the most 
valuable means of securing intelligent coop- 
eration in the furtherance of our ailins. 

It is evident that a comprehensive effort to 
educate the public on the ideals of medical care 
ealls for the fullest possible expenditure of 
both time and money. Yet it is my sincere 
hope that due thought will be given to this 
most important matter of forming public 
opinion through the improvement of public 
relations, and that detailed plans will be made, 
and earried out, to the end that the public 
will continue rightfully to acknowledge the 
leadership of the medical profession in every- 
thing pertaining to their health. 
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MENTAL HYGIENE IN CHILDREN* 


FREDERICK H. ALLEN, M. D., 
Philadelphia, Pa. 

The title of my talk indicates its very broad 
nature. Here we are not dealing with just 
matters of medical concern; we are dealing 
with matters of broad social, educational con- 
cern. In no other area of professional practice 
is there greater need for a broad understand- 
ing of the nature of childhood and the variety 
of forces that need enter in the child’s life, to 
assure him the healthy opportunity for growth 
and development. Here we have the oppor- 
tunity of that highest type of professional eol- 
laboration with all those other resources that 
the community provides, to assure opportuni- 
ties for its children to grow up and to achieve 
a sense of their own worthwhileness and a 
sense of their own individual responsibility. 

Mental health involves the operation and 
the inter-relationship of two universal forces 
that operate in the lives of every human being. 
I should like to characterize those two forces 
as the biological and the social—the biological 
factor characterizes each human being as an 
individual and operates through life, to pre- 
serve the integrity of the individual. 

Operating together with these important 
biological forces, we have the cultural or social 
forces that provide the framework which 
defines for each human being how he 
ean be an individual among other human be- 
ings. On the one hand we have forces with 
the goal of individualization and, on the 
other hand we have forees that regulate and 
provide the framework and determine the 
codes of behavior that help that individual not 
just to be something within himself, but also 
how he ean be a member of the group. 

There is always some conflict between these 
two forces because the biological forces aim at 
preserving the individual while the social 
forees in the form of codes, conventions, and 
custom seek to regulate and to interfere to 
take away individuality. 

The conflict factor may become dominant 
and lead to many of our clinical problems, and 
draw attention away from the basic definition 
of mental health as the balance that gradually 
is established in the life of every healthy 
human being, between these two important 
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forees. This balance means the harmony in the 
individual with the group in which he lives, 
and which in turn as it recognizes the all-im- 
portance of the individual, develops its codes 
to give that individual the widest oppurtunity 
for creative living. 

The operation of these forces in the life of 
a child can be observed most clearly because a 
child starts life as a physiologically integrated 
unit capable of independent living, but need- 
ing a setting which shapes and directs the 
emerging self of the child. We see, therefore, 
in the growth of a child evidence of the duality 
of human nature—a self that is created out of 
the child’s own living and experience develop- 
ing alongside the self that is created by the 
mother. Biologically he becomes an individ- 
ual but he does so under the directing influ- 
ence of the family when he becomes, at the 
same time, a member of the group. 

You find, therefore, in the life of the child, 
the interplay between these two forces that I 
have spoken of, taking place in the setting of 
the family. 

For sake of clarity I will try to illustrate 
through a simple linear diagram changes that 
take place in the infant: One characteristic 
factor of the infant is that he acts on impulse. 
He has not learned out of his living the way 
to give purpose and meaning to the things he 
does and wants. We might just take a linear 
line like this: 

Impulse Inhibition 
to indicate the whole course of the individual! 
development. The infant starts at the left 
with a capacity to act on impulse a total type 
of response. Impulse gradually gets mean- 
ing as it has purpose and direction which 
cannot come from the child, but comes out of 
the direction. These provide and enables the 
infant to have an experience in adapting him- 
self to others, and others to him. In the course 
of development the impulse undergoes some 
inhibition and in the more partial responses 
that emerge purpose and meaning comes into 
his living. 

This inhibition process can go clear over to 
the extreme right on our line if we think of 
the social forees acting upon the child and 
giving only correction. We ean conceive of 
those social forees being so rigid and inelastic 
that the child is so repressed that he has little 
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opportunity to learn the value of what he 
ean be as an individual. He becomes a robot 
and not a person. 

Mental health is achieved in the individual 
when there is a balance established between 
impulse expression and control. 

At the two extreme ends of the scale we 
find two of the most prominent types of 
clinical problems—the delinquent and the neu- 
rotic. For example if a fifteen-year-old boy 
still acts just on impulse and is concerned only 
with what he wants and seeks to get it, irre- 
spective of the rights of others, then we have 
a form of behavior that is commonly called 
delinquency. Such a person has not learned 
to live in harmony with the group and has 
not been able to give up part of his individ- 
uality which all group living requires. 

If this same fifteen-year-old boy is so in- 
hibited in his responses, either because of the 
inelastic demands of the group which allows 
little individuality or because of the rigid 
demands he makes on himself, then the result- 
ant behavior patterns are neurotic in char- 
acter. 

As I said a moment ago, it is the family that 
provides really the setting in which the child 
has his first living experiences with others 
and when the first definitions of himself take 
place. The family truly does represent the 
cultural workshop. Here the infant gradually 
emerges as an individual who has capacity to 
be different from anybody who has preceded 
him, and who will never be duplicated again. 
But at the same time he learns that he is like 
others and has a common base with them. 

So in any consideration of mental health we 
do have to give our primary consideration to 
the kind of emotional climate that exists in 
family life. Within the setting of the family 
the child is born. Here he has his first con- 
tact with the world he is going to live in; here 
he has his first awareness of being a person 
in his own right and here the parents of the 
child have the opportunity and responsibility 
of directing his growing up and helping him 
to achieve a healthy personality. Through their 
love and direction they provide the setting in 
which he awakes to the realization he is not 
just a robot, not just a precipitate of other 
people’s desires or plans, but where the child 
discovers he has a new creative force within 





en 











OCTOBER, 1946 


himself, gradually becoming capable of inde- 
pendence and becoming a socially responsible 
individual. 

Now it is my experience in working with 
parents and children who have gone through 
the turmoil of finding their way of living to- 
gether, that most parents want this type of re- 
sponsibility, or responsible development in 
their children. It is true, that some parents 
want this with such intensity that they find 
themselves caught in the trap of their own de- 
sires. We all know from our experience with 
working with families that some parents take 
their responsibilities too seriously, just as 
others err on the side of neglect. The ones 
who take their jobs too seriously tend to 
smother the child in their zealous efforts to be 
good parents, while those who neglect and give 
little of themselves to their child deprive him 
of the affection and direction which are as 
essential as food and shelter. It is a signifi- 
cant fact that the war period through which 
we have just passed, has focused even more 
than before the great importance of preserv- 
ing the family structure. These have been 
trying times for everyone but particularly for 
children, even in this country which has been 
spared many of the devastating effects of 
war. We have had mass dislocations of people, 
families broken up and the normal balance in 
the family has been disturbed by fathers being 
away at war and mothers going to work. 

It has been my feeling that out of this period 
we have had our belief in the sturdiness of 
children reawakened. We have learned a 
ereat deal more about their needs—but what 
seems to me more important, we have learned, 
too, a fuller appreciation of a child’s capacity 
to reach out and satisfy some of these needs. 
There has been some renewal of the spirit of 
the pioneers when the child was included in 
the new and dangerous life they were seeking. 
[It really has been a rather illuminating dis- 
covery for many to know that children ean 
still face danger and not be overwhelmed by 
it. But, at the same time, we have regained, 
too, a sharper appreciation of the areas of 
adult responsibility for providing the child 
with a framework within which he learns and 
feels his developing strength which the par. 
ents must provide. 

It might be worthwhile to take a glimpse at 
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some of the factors that really make a family 
strong. 

There is one outstanding fact that impresses 
me, and that is that individuals who econsti- 
tute the social unit, that society has named the 
family, are different. Man is different from 
woman; woman is different from man, and 
the child is different from the adult. At first 
glance this might seem to be a source of 
weakness and the natural question arises as 
to how unity can be achieved in the face of so 
mueh difference. And there certainly is 
ample evidence to show that in many families 
this unavoidable reality is a source of weak- 
ness and the cause of family breakdown. But 
we must not overlook and be blind to the fact 
that in the normal, healthy family, this same 
fact of individual differences becomes the real 
source of its virility and strength. This 
healthy result is achieved when individuals 
who create the family unit by their living to- 
gether, show in their actions and feelings a 
respect and belief in each other. The result 
of such self-esteem, where it is real self-esteem, 
carries with it the respect for others who are 
different from them. The man first becomes 
a husband and then a father and brings to 
these roles values he has aequired about him- 
self in his own development and is in a posi- 
tion to contribute one of the foundation stones 
of the family structure. And so it is with a 
woman who comes to respect her own individ- 
uality first in the role of a wife and then as 
the mother, so as to give freely and spontane- 
ously of her self as a woman in the new re- 
sponsibility she has for a child she has created 
‘nd provides another one of the foundation 
stones of the family. Out of the reality of 
their differences as man and woman grows a 
love and respect for each other; and which 
rests fundamentally on their respect for these 
individual differences. In such a family unit 
a good healthy give and take emerges. They 
can agree and disagree without having their 
own individuality threatened. Only insecure 
people are afraid to disagree and who insist 
on always being right. It is such a great re- 
lief to a human being to know that once in a 
while he ean be wrong. 

A boy who was trying too hard to duplicate 
in his own living the achievements and acecom- 
plishments of others stated this quite aceu- 
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rately. Feeling always the need to duplicate 
in his own experiences that which others had 
found of value had put a heavy burden upon 
the child, and he said to me one day as he 
was really beginning to acquire a more natural 
feeling about himself, ‘‘Isn’t it grand once in 
a while to be wrong?’’ 

I want to move on to some of the practical 
problems to which we can apply these general 
principles. 

One of the questions which the physician is 
most frequently asked concerns the question 
of discipline. We need in our own profes- 
sional work to know that discipline essentially 
is a positive feature of living. We usually 
associate the word with its more negative com- 
ponents. I think it is true that anyone can 
eet external conformity from a child. Once a 
facetious remark was made which holds a great 
deal of truth—‘‘ Any one can make a child 
eonform ; all you have to do is call out the mili- 
tia.’’ That, in a sense, sums up the more 
negative aspects of discipline, which is con- 
eerned only with conformity. 

It is interesting to look at the derivation of 
the word ‘‘discipline’’; it comes from the 
word ‘‘Disciple’’—looking up to another, 
learning from another; with whom an emo- 
tional relation is being established. The 
word conveys the need that the child has for 
another; the need that he has for guidance 
and leadership. From the parents he learns 
both the opportunities and the boundaries of 
his living, what he can and what he eannot do. 
In discipline we are not just concerned with 
restrictions and prohibitions, but mainly con- 
eerned with the definition of the realities of 
living. 

I know the word ‘‘discipline’’ has fallen 
into disrepute, partly because of the over- 
emphasis of the ‘‘restrictive,’’ and in some 
quarters it is regarded as an outmoded con- 
eept. We hear a great deal of the child’s 
‘‘need for freedom’’; and probably no word 
in the English language is more subject to 
misunderstanding than is that word ‘‘free- 
dom.’”’ 

We have the so-called ‘‘Modern Parent’’— 
and I use that in quotation marks—who feels 
that discipline is something that is old-fash- 
ioned. So when a child breaks a piece of bric- 
a-brac or smears the wall with paint, there 
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is a common expression abroad that that is 
merely a child giving expression to childish 
interest. 

It is just around events such as that that a 
parent has an opportunity of acting natur- 
ally and defines for a child what he ean and 
cannot do. He becomes a social force needed 
by the child. 

A normal parent is not just repressing the 
assertiveness of the child. He wants to help 
the child to find a natural use of this quality 
and that yielding to the authority of others 
ean be done without losing their capacity to 
assert. 

When we ask the question ‘‘What do we 
want for children ?’’—the quick answer to this 
question is frequently the use of the word 
‘‘security,’’ a word that has undoubtedly per- 
meated our language about children in a way 
unequalled by any other word. It does con- 
vey a human need and a desire of a demo- 
eratic society to provide conditions that will 
enable the greatest number of children to 
achieve this feeling. Particular prominence, 
then, has been given to the concept of security 
in our thinking about children. We see it in 
every book and in every article; and again, 
the war has brought that out, because, again, 
the war has created so much insecurity. So 
frequently we hear the advice given to par- 
ents—sometimes without real thought as to 
its meaning—‘You must give your child 
security.’”’ 

Now the great amount of truth focused in 
this word has again been clouded by a great 
deal of misunderstanding of the word and of 
its concept. This word describes a feeling an 
individual achieves within himself; it does not 
just refer to a condition of living which ean 
be provided or purchased. It is true that the 
conditions of living bear a close relation to the 
development of the sense of security, but the 
feeling is achieved in each individual, through 
his own use of and participation in the con- 
ditions provided for him. Conditions alone 
can never give rise to the feeling. 

A parent recently said to me, ‘‘I must give 
my child this feeling of security’’—acting, 
you see, on the common concept. Thousands 
of others are saying the same thing. It was 
interesting, as I asked that parent, ‘‘Can 
you?’’—and then added that if you ean give 
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your child a feeling of security, you can also 
take it away; and thus in the very giving, lay 
the foundation of insecurity. And the parent 
thoughtfully reflecting on this, said, ‘‘I be- 
gin to see where I have been providing my 
child with safety ; not security.’’ 

I think this sums up some of the confusion 
that has developed around this word and 
psychiatrists have made their contribution in 
adding to this confusion. Only as we in our 
professional practice and contact with fami- 
lies know the difference between security and 
safety, can we help the parents to a more nat- 
ural fulfillment of their role and a develop- 
ment of confidence in themselves that enables 
them to build a decent life for the child and 
give him a chance to acquire a feeling of 
security out of own living. 

Common sense dictates a necessity for pro- 
tecting children from things they cannot meet 
on their own, a need to provide a framework 
of growth, enabling to acquire this feeling of 
security ; but it is important that every child 
gains that feeling of security out of his own 
living, out of his own experiences—not just 
through what people give him. 

To fully apply this concept about security 
means a considerable revision in the thinking 
about children. In the last two decades we 
have developed an overprotective attitude 
about children that falls short of recognizing 
the quality of strength which they have, and 
which really becomes real strength when they 
have the opportunity of expressing it and 
living it within a reality that gives direction 
and boundaries to it. 

We are learning more and more about the 
needs of children; but I want to state again 
that one of the child’s most fundamental needs 
is finding through its own living, the most 
effective and responsible ways of being him- 
self, and an opportunity to be aware of hav- 
ing a need; then being helped to utilize his 
developing capacity to satisfy those needs. 
This eapacity is unorganized in the early 
period of infaney but each day of living pro- 
vides the opportunity to do more and more 
with less and less direction from those who 
must give it. . 

We must build our services and protections 
around this basic fact; the very basis of 
growth means that a child can never discover 
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values in isolation. Living involves relation- 
ship with others—and that is a part of the 
journey toward self-fulfillment. Both the 
child and the parents are interwoven in this 
journey of growth, and each will use the 
knowledge, will use the services of the others, 
to attain their ends. They will use the ser- 
vices of the physician, of the educator, of the 
minister, of the social worker—of all those 
who build up the constructive resources of a 
community provided to supplement and en- 
able people to have a more creative life. They 
can use this knowledge to come into conform- 
ity with essential standards without feeling 
that loss of individuality or the loss of their 
own integrity—but rather gain an enrichment 
because of becoming a real part of a larger 
whole. 

In the days. that have just passed, and un- 
doubtedly in the days just ahead of us, there 
will be combatant forces in the world that 
seek to level out all individual differences and 
to mould a standardized child, who will be- 
come the adult robot, ready to think what 
someone tells him to think, and act according 
to a standardized pattern. We have seen too 
much of that in the world, and we have not 
gotten rid of it yet. 

The thing that we as professional people 
need to stand for and to advance our profes- 
sional services is that desire for children who 
have learned out of their own living the values 
in being individuals, who are being free to 
think and act as individuals, knowing the real 
values of solidarity in a social order of which 
they are an integral part. Then they will 
contribute of their courage and their strength 
to maintain a society that guarantees an oppor- 
tunity for them to fulfill the most essential 
needs of everyone, the need and right to be 
an individual, irrespective of race or eolor— 
but not just an individual, but one who is 
united and eapable of living with others. 
Then we have a society; then we have a con- 
cept of mental health, that is based upon the 
unity and upon the strength and responsi- 
bility of people, and only then do we get the 
true source of unity. 

DISCUSSION 

Dr. M. A. TARUMIANZ (Farnhurst): I am 
sure you all enjoyed Dr. Allen’s paper. I 
know I always have admired Dr. Allen’s pres- 
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entations, because he is not only a good 
psychiatrist and mental hygienist and a good 
physician, but he is a good philosopher as 
well. In fact we in our psychiatric associa- 
tion have so accepted him and have so named 
him, or nicknamed him a ‘‘ good philosopher, ’’ 
in addition to being a good physician. 

I think Dr. Allen deseribed the two most 
important factors that we should realize and 
consider at all times, that is, that a child cer- 
tainly, as a biological organism, has to depend 
a great deal upon his outer environment. We 
ean expect a reasonably adequate outer en- 
vironment from the society in which we find 
ourselves at the present time, yet a large num- 
ber of parents are not sufficiently intelligent, 
or, if they are intelligent, they are not prop- 
erly and adequately prepared to assume their 
responsibility to create such an-outer environ- 
ment. Something that we should consider very 
seriously, therefore, is the matter of these 
children who do not have the opportunity to 
have such an outer environment. They have 
to obtain such an environment, then, in the 
schools, the publie schools. Therefore, I have 
only one thing to add to Dr. Allens’ presenta- 
tion, that it would be essential for the public 
to realize the importance of education, publie 
school education, and the advisability of the 
proper selection of teachers in our public 
schools. 

For years we have tried to impress upon 
the people that human relationship must be 
ereated in the school, more so for the vast 
majority of the people who do not have the 
background for creating such an outer en 
vironment within their home. 

In addition, I may say that at the present 
time we all recognize that mental security has 
very little to do with safety, as was so splen- 
didly brought out by Dr. Allen. It seems to 
me that when we talk about security at the 
present time we really mean safety rather 
than security. Confidence is the foundation 
of mental security. To instill in the child 
eonfidence in himself we should impress on 
him the realization or recognition of his posi- 
tive traits. They are the qualities which he 
should exercise instead of exercising the nega- 
tive elements of his personality. 

Dr. C. E. WaGner (Wilmington): I wish 
to thank Dr. Allen for his clear presentation 
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of the subject. I happen to be dealing with 
ehildren and do appreciate the very sensible 
viewpoint he takes in these matters. I think 
parents these days are inclined to want to es- 
eape this responsibility and often try to dele- 
gate it to the church or the school, and while 
the churches and schools are trying to do the 
best they ean they cannot direct the children 
properly under contact, and I always have felt 
we should take the attitude toward our chil- 
dren that animals take toward their young; 
they always try to teach their children which 
is the proper way to get along in life, and 
at times I think as parents people are inclined 
to try to direct that responsibility to other 
people when it should be in the home. The 
home is the unit of the state and of the nation, 
and certainly that is where the responsibility 
ought to be. In these days I think the ehil- 
dren are trying to get away from discipline, 
and that, too, is a matter which I certainly 
appreciated in Dr. Allen’s talk. It is one of 
the things which cannot be escaped, and they 
are allowed to do probably too much as they 
wish without being properly guided and 
directed. Certainly those are things which 
ought to be undertaken. 

I liked, too, the emphasis Dr. Allen placed 
upon individualism. As we all know, we ean- 
not change the nature of people very much. 
Women cannot change their husbands and 
husbands cannot change their wives; we have 
to accept them as they are, and yet in all our 
efforts and guidance we hope to preserve the 
individualism of the ehild. 

Dr. ALLEN: I appreciate very much these 
pertinent remarks. I agree with Dr. Tarum- 
ianz, that the school does need to be a con- 
cern of all of us, as citizens of the community. 
That brings in the kind of maturity that not 
only selects adequate teachers but helps them 
to get that kind of understanding they need 
for the suecessful carrying out of: their re- 
sponsibility, and by that I do not mean making 
physicians out of teachers or psychiatrists out 
of them, but utilizing the knowledge that we 
have as physicians to help them to a better 
performance of their job as teachers. 

On the other hand, as to the remark about 
ehildren escaping discipline today, I am not 
so sure that that is true. I think youngsters 
and particularly youth, are confused about 
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it. They are trying to find themselves in re- 
lation to discipline. There are undoubtedly 
instances of over-assertiveness and rebellion. 
Sometimes, however, it springs out of their 
need to assert themselves when they have not 
very much confidence, when they are not very 
sure of themselves, but it has been my experi- 
ence with seeing a good many youth, how 
much they are really seeking discipline, the 
kind of discipline that is positive, that allows 
them an opportunity for self-expression, but, 
however, does not allow them just that sense 
of freedom. 

Only the other day a boy was telling me of 
his experiences with some kids. He was 
brought up in a very restricted atmosphere 
and suddenly went away for a summer’s vaca- 
tion, where, suddenly he was freed from dis- 
cipline, freed from restraint, rather, and 
where they went drunk on it. I do not mean 
aleoholically drunk—I mean it just went to 
their heads. But out of that they learned a 
new conception of freedom; that freedom just 
is not the absence of restraint, but that real 
freedom—and this came from a sixteen-year- 
old boy, and it was very interesting—that 
freedom was really the capacity to use re- 
straint, to use those restrictions and defini- 
tions that society. sets up, and to know that 
the only real peace and freedom comes when 
it is in relation to those requirements and 
responsibilities with which they have to live. 

I think there is a great deal in youth today 
that wants and is seeking that. We sometimes 
misunderstand it and get misled by some ot 
the exaggerations that we see in youth, but 
taking youth as a whole, I do not think they 
are trying to escape discipline, but more than 
that, they are ready and anxious to find their 
relation to those forces in society that are or- 
dinarily deseribed as disciplinary. 





DR. BEATTY HONORED 
We are pleased to announce that at the An- 
nual Meeting of the American College of 
Chest Physicians held in San Francisco June 
27-30, 1946, Dr. Gerald Beatty, Wilmington, 
was elected Governor of the College for the 
State of Delaware. 
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PULMONARY INFARCTION * 
Case Report with Post-mortem Findings 
CHARLES K. WIntRUP, M. D., 
Wilmington, Del. 


By definition pulmonary infarction is a 
pyramidal mass of airless lung tissue infil- 
trated with blood cells, caused by an embolus 
or thrombus of the pulmonary artery. There 
may be, however, embolism without infare- 
tion, as in the left lung of this ease, and in- 
farection without embolism. 

If a large embolus oecludes the pulmonary 
artery the patient may die of shock in a few 
minutes, leaving no time for an area of in- 
faretion to develop. Secondly, an infareted 
area may be produced by thrombosis of a 
single isolated pulmonary vein. The case pre- 
sented is that of a third pathological process— 
embolism with infaretion. The occlusion of 
the pulmonary artery in a healthy lung is not 
necessarily followed by infaretion sinee the 
lungs have a double blood supply with abun- 
dant anastomoses. Infarction develops only 
if the cireulation is impaired as in chronie 
venous congestion. Castleman’ states that it 
has been fairly well established that bland 
(uninfected) pulmonary infaretion does not 
occur in normal lung, the usual prerequisite 
being pulmonary congestion. His particular 
ease illustrates that infarction may develop 
in a pre-existing focus of atelectasis—a condi- 
tion in which both ventilation and ecireulation 
are impaired—but he does not suggest that 
atelectasis plays a role in the development of 
the usual infaret. 

Case HISTORY 

A. T., ease number 32298, age 53, married, 
negro male was first seen in this hospital on 
October 21, 1945, with a chief complaint of 
severe shortness of breath. His past history 
and family history were non-contributory. 
The patient had been having acute attacks of 
dyspnea for the past three weeks and had been 
treated by his own physician. The dyspnea 
was more marked on exertion. The patient 
had no knowledge of any ankle edem». Physi- 
cal examination at this time revealed patient 
in no acute distress. The lungs revealed no 

abnormalities to pereussion and auscultation, 





*From the Departments of Medicine and Pathology, 
Memorial Hospital. 
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the myocardial tone was good, but there were 

occasional premature ventricular contractions 

and an enlargement to the left. There was 
questionable ankle edema present. His blood 
pressure was 110/94 mm. mercury. 

Laboratory data on admission and while in 
the hospital: hemoglobin, 15 gm. or 
89.4%; erythrocytes, 4,460,000; leuco- 
eytes, 7,200; color index, 1; mature neu- 
trophiles, 70% ; young neutrophiles, 5% ; 
lymphocytes, 25%; urinanalysis, essen- 
tially negative except for a slight trace of 
albumin: Kline, negative; blood urea, 12 
mgm. %. 

Roentgenogram of chest—showed moderate 
passive congestion bilaterally and moder- 
ate left ventricular enlargement. 

Electrocardiogram—showed chronic myocar- 
dial degenerative heart disease with ques- 
tionable evidence of associated coronary 
disase. 

While in the hospital he was treated with 
aminophyllin, bed rest, limitation of fluid in- 
take and a restricted salt diet. After eight 
days of the above therapy he was discharged 
on a regime of restricted activity. Diagnosis 
on discharge was arteriosclerotic heart disease 
with myocardial fibrosis. 

His next hospital admission was June 18, 
1946. At this time he presented clinical find- 


Fig. 1: Area of pneumonitis in 


Fig. 2: Dense opacity in right 
the upper portion of right lower lower and middle lobes, partly due ter removal of 1000 cc. of bloody 
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ings similar to those observed at the time of his 
previous admission. On further questioning 
the patient admitted having received anti- 
luetic treatment ten years previously. Physi- 
cal examination showed a well nourished male 
negro, mildly dyspneic and orthopneic. The 
lungs revealed no abnormalities to percussion 
and auscultation, the heart was enlarged to 
the left and the sounds were of good quality. 
A systolic murmur was audible at the apex 
associated with a gallop rhythm and an occea- 
sional premature ventricular contraction. The 
abdomen was slightly distended and a fluid 
wave was observed. The ankles were slightly 
edematous. The blood pressure was 95/80 
mm. mercury. | 
Laboratory data: complete blood eount, essen- 
tially normal; urinanalysis, 30-40 WBC 
per HPF (voided specimen) ; Kline, 2+; 
Wassermann, negative; blood urea, 20 
mgm %; blood chlorides, 434 mgm %; 
CO, combining power, 46 vols. %. 
Roentgenogram of chest—revealed an increase 
of 2.5 centimeters in total transverse di- 
ameter of the heart in comparison with 
the film taken in 1945. (Fig. 1.) 
Electrocardiogram—when compared with 
ECG of 1945 the changes were indicative 
of further myocardial damage. 
On this admission the patient was digital- 
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ized with digitalis leaf. He was also given am- 
monium chloride, mercurial diuretics, and 
general supportive treatment. After eight 
hospital days he was discharged improved on 
a maintenance dose of digitalis. The diagnosis 
on discharge was the same as in 1945. 

The patient’s last admission was on July 20, 
1946. At this time he complained of short- 
ness of breath, swelling of the ankles and also 
of the abdomen. Each of his symptoms were 
more marked than on the previous admissions. 
The physical findimgs revealed no striking 
change from those recorded heretofore. 
Laboratory data: complete blood count, es- 

sentially normal; urinanalysis, slight 
trace of albumin and 8-10 WBC per 
HPF’; blood urea, 25 mgm %. 

The treatment was similar to that given in 
June of 1946. During the first eight hospital 
days of this admission he responded well to 
therapy but subsequently complained of 
sharp, intermittent right epigastric pain asso- 
ciated with cough and moderate hemoptysis. 
Examination of the chest showed no abnormal 
signs. However, two days later there were 
signs of a right pleural effusion. Roentgeno- 
gram at this time (Fig. 2) showed a dense 
opacity in the region of the right lower and 
middle lobes, part of which was interpreted as 
pleural fluid. A 1000 ee. of bloody fluid was 
removed from the right chest cavity. The 
specific gravity was 1.028. Microscopically 
this fluid revealed many red cells but no 
tumor cells. At the time of the thoracentesis 
the patient was restless, markedly dyspneic 
and moribund. The heart rate was 140 and 
markedly irregular. Despite general suppor- 
tive treatment, cardio-vascular stimulants and 
oxygen therapy the patient expired eight 
hours after thoracentesis. 

Post-Mortem Examination—pertinent find- 
ings: 

Gross 

(General: Right hemo-hydrothorax; moder- 
ate ascites; bilateral pulmonary arterial em- 
boli. 

Heart: Myocardial hypertrophy and de- 
veneration; remote partially healed myocar- 
dial infaretion at the apex of the left ven- 
tricle with overlying mural thrombosis; ad- 
vaneed calcific coronary arteriosclerosis ; mod- 
erate aortic valvular arteriosclerosis. 
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Lungs: Complete infarction of the right 
middle lobe; congestion and edema of both 
lower lobes; partial atelectasis of the right 
lower lobe. 

Peripheral Vessels: No evidence of intra- 
luminal thrombi in the inferior vena cava, the 
iliac and femoral veins and arteries. 

Microscopic 

Myocardial hypertrophy and degeneration ; 
remote partially healed myocardial infare- 
tion; advaneed calcific coronary arterioscler- 
OsIS. 

Congestion and edema; partial atelectasis; 
complete infarction of the right middle lobe. 

The remainder of the organs and systems 
were apparently normal except for chronic 
passive congestion of the spleen, liver and kid- 
neys. The kidneys showed also a_ benign 
nephrosclerosis grossly and microscopically. 
Cause of death: Arteriosclerotic heart disease 

with remote partially healed infarction of 

the left ventricle; bilateral pulmonary 

emboli with complete infarction of the 

right middle lobe. ! 
DISCUSSION 

Pulmonary emboli are more frequent than 
suspected and may occur in many eases in 
which the primary site of phlebo-thrombosis 
is not evident clinically or demonstrable after 
eareful post-mortem search of periphera: ves- 
sels. Emboli may also oceur spontaneously, 
may be relatively asymptomatic and do not 
necessarily result in sudden death. They may 
also oceur in non-surgical eases. This ease 
demonstrates asymptomatic bilateral pulmon- 
ary emboli with infarction of the right middle 
lobe and no infarction in the left lung. 

Post-mortem findings exhibited a mural 
thrombus in the left ventricle of the heart. 
The source of the emboli could have been this 
mural thrombus. However, there was no pat- 
ent foramen ovale in the heart to permit an 
embolus to invade the pulmonary circulation. 

Lastly, chronie congestive heart failure 
not only facilitates the formation of phlebo- 
thrombi but also aids the associated formation 

of pulmonary infarction. Phlebo-thrombosis 
may be silent and unassociated with phlebitis. 
SUMMARY 

A ease of arteriosclerotic heart disease with 
myocardial fibrosis is presented for its inter- 

esting clinical course, roentgenograms and 
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post-mortem findings. Aside from the diag- 
nosis above the patient presented bilateral 
pulmonary emboli with a right middle lobe 
pulmonary infarction. The cause and source 
of the emboli were not found either clinically 
or by eareful post-mortem examination of the 
peripheral vessels. The post-mortem findings 
presented two distinct pathological entities: 
(1) embolism without infarction in the left 
lung; and (2) embolism with infarction in the 
right lung. Lung infarction may occur in pa- 
tients suffering from congestive heart failure 
without clinical signs of either emboli or 
thrombi. 
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CONGENITAL ATRESIA OF THE 
INTESTINAL TRACT* 
Report of Two Cases 
Haroup S. Rarau, M. D., 

Wilmington, Del. 

Intrinsic intestinal obstruction in the new- 
born is seen so infrequently that the report of 
such eases coming under observation is war- 
ranted from even a purely academic stand- 
point. However, with modern methods of 
surgical management more hope may be had 
for successful treatment if such cases are re- 
ligiously reported and errors in diagnosis and 
management are freely admitted, so that other 
surgeons may benefit from them. Though the 
tendency exists to view a death in the neo- 
natal period with more complacency than one 
oceuring in adulthood, this is not defensible 
from a moral or medical viewpoint despite the 
greater hazards of infant surgery. Surely, 
the greater the challenge, the greater the tri- 
umph, and the salvage of an infant’s life adds 
more years to the post-operative life-span of 
the patient than a cure achieved in an adult. 

In this paper are presented two eases of in- 
testinal obstruction of intrinsic origin in the 
newborn, one diagnosed at autopsy and the 
other diagnosed pre-operatively. Both cases 
had a fatal outcome. Both eases of obstrue- 





* From the services of Robert O. Y. Warren, M. D., and 
John C. Pierson, M. D., Memorial Hospital. 
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tion were due to congenital atresia of the 
small intestine. 

Most of the following statements on embry- 
ology, pathology, symptomatology, ete. of con- 
genital atresia of the small intestine are ab- 
stracted from Ladd and Gross’ text ‘‘ Abdom- 
inal Surgery In Infaney and Childhood.’’ The 
reader is strongly urged to refer to this text 
for a masterful presentation of this condition 
and the two diseases from which it must be 
differentiated: congenital stenosis of the in- 
testine, and malrotation of the intestine, the 
latter condition often being associated with 
mid-gut volvulus. 

Congenital atresia of the intestine and colon 
is a rare malformation which Wangensteen re- 
ports occurs about once in 20,000 births. The 
persistent vomiting attending the disease pro- 
duces severe dehydration, and dilatation may 
lead to rupture of the bowel. Dehydration 
and rupture with ensuing peritonitis are the 
two most important causes of death. Without 
surgical intervention, death oceurs in the first 
seven days, though a few survive for as long 
as twelve days. Operation carries a high mor- 
tality but successes are being more and more 
frequently reported in the literature. Early 
recognition and operation give the best hope 
of successful outcome. 

Embryology. Prior to the fifth week of 
intra-uterine development the intestinal tract 
has a lumen lined with epithelum. Soon, 
however, the epithelium proliferates and the 
lumen from the pylorus to the ileocecal valve 
is obliterated, thus forming a solid stage. 
Later, vacuolization takes place and coales- 
cence of these cystic spaces re-establishes the 
lumen by the twelfth week. An arrest in the 
re-establishment of the lumen results in atresia 
if a complete septum or complete septa per- 
sists; stenosis results if the septum is partial- 
ly perforated. 

Pathology. There are two forms of atresia. 
In one an internal diaphragm or veil is pres- 
ent. In the other, the proximal intestine ends 
in a blind sae with discontinuity of the bowel. 
There may be several or many points of 
atresia converting the bowel into a semblance 
of a string of sausages. Distal to the point of 
obstruction, the bowel contains no gas and 
only a small amount of mucus and cells which 
have been east off by the mucosa. The eol- 
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lapsed bowel measures about 4-6 mm. Proxi- 
mally the bowel may be dilated to 3-4 em. in 
diameter. 

The Meconium. The meconium normally 
has three constituents: dead cells from the 
intestinal lining; various secretions from 
stomach, intestine, liver and pancreas, and 
swallowed amniotic fluid containing squamous 
epithelial cells from the vernix caseosa. Nor- 
mal meconium thus contains many cornified 
cells; in atresia these are absent, a very sig- 
nificant point in differentiating atresia from 
obstructions resulting from stenosis or malro- 
tation of the intestine. 

Farber’s test is most valuable in determin- 
ing the presence or absence of epithelial cells 
in the meconium. A specimen of the meco- 
nium is taken carefully from the middle of the 
stool, smeared on a slide, gently washed for 
one minute with ether to extract the fat, and 
allowed to dry. It is then stained for one 
minute with Sterling’s gentian violet and 
washed with running water. Then, it is decol- 
orized with acid aleohol which removes the 
dye from all of the specimen except the corni- 
fied epithelial cells, if these are present. If 
no cells are present the obstruction is almost 
certainly due to atresia. 

Clinical Findings. Symptoms are almost 
always present from the first day of life. 
Vomiting is the outstanding symptom, ap- 
pearing during or after feedings and becom- 
ing progressive and more intense with subse- 
quent feedings. Bile is present in the vomitus 
if the obstruction is below the papilla of 
Vater; it is absent if the obstruction is above 
this level. The vomitus is foul and malodor- 
ous if the obstruction is low and consists of 
eurdled milk and yellowish fluid if it is high. 
It should be stressed that any infant who con- 
tinues to vomit during the first day or two of 
life when fed a normal amount of breast milk 
or a reasonable formula should be studied with 
x-rays for intestinal obstruction. 

The character of the stool may be deceptive. 
In atresia they are usually smaller, drier and 
erayish-green rather than the usual tarry 
meeonium. If the appearance is normal, Fer- 
her’s test is very valuable in establishing the 
diagnosis. 

Abdominal distention may or may not be 
present depending on the level of obstruction 
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and the length of time the condition has been 


untreated. In duodenal atresia, distention is 
limited to the epigastrium or may be absent 
if the stomach has been well emptied by vom- 
iting. Distention may be marked and gener- 
alized if atresia is present in the jejunum or 
lower reaches of the intestine. The time of 
appearance of distention is variable, being oc- 
casionally noted by the obstetrician, at other 
times not appearing for 24-48 hours, depend- 
ing on how much fluid and air has been swal- 
lowed and how effective vomiting has been in 
emptying the alimentary tract. In duodenal 
obstruction gastric peristaltic waves may be 
seen crossing the epigastrium from left to right 
or they may be limited to the right side of the 
abdomen. If the obstruction is lower, pattern 
may be seen anywhere on the abdominal wall. 

The presence of fever is frequent and is due 
to dehydration. If the temperature is over 
102-103° F.. rupture of the intestine with peri- 
tonitis is to be kept in mind. 

Roentgenologic Examination. If the pa- 
tient is carefully observed during the first 
24-48 hours, the clinical findings are usually 
adequate to make the correct diagnosis. X-ray 
films afford confirmatory evidence and may 
help to localize the level of the lesion. Films 
without barium as a contrast medium will give 
all the important information in most eases. 
If barium is used, it should be given as a thin 
mixture and as much of it as possible removed 
by immediate lavage through a small urethral 
catheter. 

If the atretic area is duodenal in location, 
the duodenum is ballooned out and may be as 
large as the stomach; if only 2-3 loops are 
found to be distended, the jejunum may be 
suspected as the site of obstruction; if many 
loops are seen, the ileum or colon is suspect. 

Films should be taken in the antero-pos- 
terior, lateral, head-up and head-down post- 
tions to show the extent of the gas and flnid 
filled loops. Barium enema studies to demon- 
strate the potency of the colon only increases 
the distress of the patient and since the oper- 
ative exposure would not be altered anyway 
should not be done pre-operatively. If ileos- 
tomy has been previously performed, barium 
enema study may be valuable in determining 
the size and continuity of the colon without 
distressing the patient. 
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Treatment. The treatment is surgical and 
should be undertaken in every case no matter 
how critical the patient’s condition, afte 
using all means to restore fluid balance, ete. 

Pre-operative measures constitute restitu 
tion of fluid and electrolyte loses by paren 
teral administration of fluids and transfusio1 
if necessary. The baby’s extremities should 
be wrapped and a warm water bottle placed 
under him to preserve body heat. 

Certain technical considerations are worthy 
of mention. Open drop ether is the preferred 
anesthetic. A long right rectus splitting or 
retracting incision is best employed, para-um- 
bilical in location and 3-4 inches in length. 
Fluid is always present in the peritoneal 
eavity ; if it is malodorous, perforation should 
be suspected and sought for. The intestines 
are very tense and must be handled with ut- 
most care to avoid rupture. 

If a portion of the proximal bowel appears 
gangrenous, it should be resected. Aseptic 
anastomosis is not feasible in these patients, 
open anastomosis with side-to-side technique 
appears to be the operation of choice. Ileos- 
tomy is contra-indicated since the severe 
fluid and electrolyte loss is almost invariably 
fatal in these already depleted individuals. It 
is desirable to decompress the dilated loop and 
inflate the collapsed loop with saline or min- 
eral oil before opening the bowel to complete 
the anastomosis. Multiple areas of atresia 
should always be sought for. 

In duodenal atresia above the papilla of 
Vater gastrojejunostomy is the procedure 
of choice; below the papilla, duodenojejunos- 
tomy; elsewhere, a_ side-to-side anastomosis 
by-passing the obstruction should be done. 

CasE I 

Baby girl, Del. was born prematurely at 
9:00 P. M., July 30, 1946, weighing four 
pounds fourteen and one-half ounces, showing 
eyanosis and having a feeble cry at birth. 
She was placed in a heated crib immediately 
and within four hours transferred to the in- 
eubator. From the onset the infant vomited 
material deseribed as being like meconium. 
This vomiting was persistent until death 
though the patient retained offerings of water 
oceasionally. The infant developed jaundice 
on the second day of life and one of the 
hemorrhagic diseases of the newborn was sus- 
pected since blood was noted in vomitus. Dis- 
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tention was noted early in the second twenty- 
four hours, and jaundice and cyanosis per- 
sisted throughout the remaining hours of life. 
Four hours after birth the rectal temperature 
was 102° F; on August 2, 1946, it reached 
101.4° F. CBC revealed 4.88 million RBC; 
12 gms Hb (53.8%) ; 98300 WBC, with 24 ma- 
ture neutrophiles, 49 young neutrophiles, 3 
metamyelocytes, 24 lymphocytes, and 2 nu- 
cleated RBC. There was anisocytosis and poi- 
kiloeytosis and achromia present. Platelet 
count was 140,000; coagulation time, 5 mins., 
27 secs.; bleeding time, 1 min., 4 sees.; pre- 
thrombin time, 23 sees. with a control of 47 
sees. Despite supportive treatment with 
fluids, transfusion, vitamin K and oxygen, 
the patient expired fifty-nine hours after 
birth. 

The significant autopsy findings were as 
follows: seattered petechiae on the anterior 
chest wall, mild icterus, prematurity, multiple 
small abscesses (B. Coli) in the lungs, econ- 
gestion and miliary abscesses in the kidneys 
and liver, congestion and focal hemorrhages 
in the adrenals and congenital atresia of the 
duodenum. The upper portion of the duo- 
denum was markedly dilated into a large thin- 
walled sac, the lumen of which was not con- 
tinuous with the more distal portion of the 
duodenum. A thin strand of pancreatic tis- 
sue separated the two portions of the duoden- 
um and the common bile duct entered into 
the distal portion. The urachus was patent. 
No other congenital abnormalities were noted. 

CasE IT 

P. S., male, was born at term at the Me- 
morial Hospital on August 13, 1946, at 11:57 
P. M., first noted to have lusty ery, good cofor, 
and no apparent abnormalities. Birth weight, 
six pounds one ounce. He vomited first four 
offerings of sterile water though they were 
taken well, but retained the following two. 
Following this, vomiting occurred after each 
feeding and became more copious and severe, 
being green in color. One bowel movement 
was recorded on the nursing notes during the 
first day of life. Despite the administration 
of parenteral fluids in the form of Ringer’s 
lactate, the patient did poorly, losing one 
pound in weight the first day of life. A low 
erade fever of 100° F. on first post-partum 
day was noted. Barium meal studies were 
done on the morning of August 17 and reveat- 
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ed a small intestinal obstruction which was 
suspected clinically. The consulting surgeon 
did not feel that immediate operation was 
advisable due to the extreme oliguria which 
suggested either profound dehydration or 
hypoplasia of the kidneys. 

Transfusion and fluids were given and 
there was moderate improvement in the urin- 
ary output. CBC on August 17 revealed 3.48 
RBC; 15 gms Hb (66%) ; 14,800 WBC, with 
42 P. 54 L. 3M., 1 E. Urine was not obtained 
for analysis. 

Operation was decided upon. About one 
hour prior to operation the patient passed a 
meconium stool following rectal examination, 
which when subjected to Farber’s test reveal- 
ed no cornified epithelial cells. Ninety-three 
hours after birth operation was performed at 
9:20 p. m. on August 17 with the pre-operative 
diagnosis of congenital atresia of the intes- 
tine. The surgeon’s operative report is re- 
produced here verbatim. 

‘‘Qn opening peritoneal cavity a moderate 
amount of serous fluid was encountered. 
Small intestines from duodeno-jejunal junec- 
tion downward were distended until a point 
was reached about 18 inches from ileo-cecal 
junction where a marked dilatation was seen 
and apparent blind end of ileum reached. At 
this point a strand of undeveloped omentum 
stretched upward to the greater curvature of 
the stomach. The latter was not distended. 
The ascending, transverse, as well as the de- 
scending colon were completely collapsed. At 
the apparent blind end of the ileum (immedi- 
ately distal) was a fibrous cord continuous 
with the ileum and reaching for a distance of 
about seven inches when recognizable small 
intestine (ileum) was again seen, although 
this was completely collapsed. The interven- 
ing segment was completely obliterated and 
presented an atresia of the ileum for a length 


of about five inches. 
Technique. Long right rectus incision. 


Abdomen opened. Small bowel immediately 
presented in wound and upon delivery of it 
the site of obstruction (failure of development 
of the small bowel) was readily seen. After 
decompression of the dilated segment of ileum 
by means of a syringe and needle, inversion of 
this puneture wound by interrupted sutures 
of #000 silk, ileo-ileostomy was carried out, 
side to side, and wound then elosed using 
thru and thru sutures of medium silk.’’ 
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Following operation the patient had five 
bowel movements which, unfortunately, were 
not submitted for Farbers’ test. Clyses and 
transfusion were given and a small urethral 
catheter left in the stomach. The patient ap- 
peared in fairly good condition at first but the 
temperature rose steadily to a peak of 104° F. 
(rectally) at 10:00 A. M. on August 18. He 
was pronounced dead three and one-half hours 
later. 

At autopsy the essential findings were a fi- 
brinous exudate over all the abdominal viscera 
with a moderate amount of clear non-odorus 
fluid from which no culture was grown. 
There was no evidence of suture breakdown 
and the anastomosis appeared patent. There 

ras bilateral lower lobe atalectasis presumed 
to be due to the elevation of the diaphragm. 
No other congenital abnormality was found. 
SUMMARY 

Two eases of congenital atresia of the intes- 
tine are reported, one diagnosed at autopsy, 
and one during the third day of life and oper- 
ated upon on the fourth day. Both had a fatal 
outcome. In Case I septicemia and prematur- 
ity made the outcome fairly hopeless even if 
the diagnosis had been made. Case II may 
have been salvaged if an early diagnosis had 
been established. 

CONCLUSION 

1. Congenital atresia is a rare disease 
which is uniformly fatal, usually within 
seven days, if not surgically corrected. 

2. Any infant who continues to vomit dur- 
ing the first day or two of life while fed a nor- 
mal amount of breast milk or a reasonable 
formula should be studied roentgenologically 
for intestinal obstruction. Barium studies 
are rarely indicated and carry the dangers of 
aspiration pneumonia, increasing the patient’s 
distress and inereasing the difficulty of 
operation. 

3. Any newborn with the diagnosis of con- 
genital atresia should be operated upon de- 
spite his general condition or prematurity, 
the ineidenee of which is higher than i» rormal 
births. 

4. Side-to-side open anastomosis under 
ether narcosis is the procedure of choice. 

5. The expectancy of normal development 


in those who survive surgery is excellent. 


REFERENCES 
1. Ladd, W. E., and Gross, R. E.: Abdominal Surgery of 
Infancy and Childhood. 
2. Wangensteen, O.: Intestinal Obstructions. 
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SOME LIMITATIONS OF 

ELECTROCARDIOGRAPHY 

A. Henry CLAGETT, JR., M. D. 
Wilmington, Del. 


An electrocardiogram (ECG) is the graphic 
representation of the difference in electrical 
potential between two portions of the body 
eaused by the action current of the heart. 


The process of reading the ECG is a rela- 
tively simple one and, while usually perform- 
ed by a physician, can be mastered by the 
average technician with a moderate amount of 
training. By reading the ECG we refer to the 
measurement of the eardiae rate, time inter- 
vals of auriculo-ventricular and interventricu- 
lar conduction, amplitude of the various com- 
plexes, determination of rhythm, and so forth. 


The interpretation of the ECG on the other 
hand should be made not only by a physician 
but by one specially trained in this particular 
field. It was a criticism of this process that 
brought forth Willius’ excellent article in 
1942,’ a paper that should be read by every 
internist and general practitioner of medicine. 


In the first place there is no machine in ex- 
istence which will hand forth a ready-made 
diagnosis. The so-called ‘‘electrocardiograph- 
er’’ is a dangerous individual when, as so 
often is the case, he attempts to make a clinical 
diagnosis from an ECG, not realizing that the 
ECG is merly an adjunct to clinical diagnosis. 
‘*TIn order to prevent the deterioration of elec- 
trocardiography as a valuable clinical method, 
its subservience must always be accepted.’”’ 


How should one interpret an ECG? On one 
hand there is the ‘‘electrocardiographer’’ who 
interprets the tracing and makes a diagnosis 
knowing nothing whatsoever about the pa- 
tient. At the other extreme is the clinician, 
who, after making a clinical diagnosis, reads 
too much into the tracing and improperly 
ascribes certain ‘‘abnormalities’’ of the ECG 
to be due to the clinical condition. To combat 
both of these evils and at the same time to get 
the greatest amount of aid from the ECG, 
Katz? has suggested the following excellent 
routine: Knowing nothing about the patient 
except the age and body habitus, the physi- 
cian should read the tracing and make a state- 
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ment as to whether the tracing is normal or 
‘probably 


‘ 


abnormal. (Subdivisions such as 
normal,’’ ‘‘borderline,’’ or ‘‘ probably abnor- 
mal’’ are not only permissible but desirable. ) 
After making this statement, which preserves 
the highly desired objectivity of the proce- 
dure, he then should obtain all pertinent data 
regarding the patient and attempt to correlate 
them with the ECG. The physician who con- 
scientiously follows this routine will avoid 
many unnecessary pitfalls. 


What definite information can be obtained 
from the ECG? The ecardiae rate, rhythm, 
and the different degrees of auriculo-ventricu- 
lar and interventricular block can be deter- 
mined with certainty from the ECG. The 
pattern of myocardial infarction is fairly 
typical and it is in connection with this con- 
dition that the ECG is of extreme value. It 
must be remembered, however, that the diag- 
nosis should not be made from a single ECG 
without taking the clinical picture into consid- 
eration. There are other conditions which 
produce tracings that stimulate those of in- 
faretion and the change seen in serial tracings 
is of extreme importance in the diagnosis as 
well as the progress of the lesion. Tracings 
from patients with digitalis effect or intoxica- 
tion, strain of one or both of the ventricles, 
pericarditis, and other conditions may be very 
suggestive of the correct etiology but great 
eaution should be exercised and a diagnosis 
should not be made from the tracing alone. 


What are some common fallacies and pitfalls 
in electrocardiographie interpretation? Wil- 
lius states, and rightfully so, that it is a great 
error to call the heart normal because there is 
a normal ECG in a patient with a history of 
angina pectoris. It is my opinion that more 
mistakes are made in the opposite direction, 
in that the uninitiated ‘‘electrocardiograph- 
er’’ is not sufficiently acquainted with the 
wide range of electrocardiographie normals 
and tends to call many tracings ‘‘abnormal’’ 
without sufficient evidence. A few of the 
more common errors along this line can be 
seen at a glance in the accompanying table. 





= 
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ECG Finding ‘‘Diagnosed’’ As Due To Actual Significance 
Q-3 with in- Posterior myocardial Normal transverse 


verted T-3 infarction heart 
Left axis Left ventricular Normal transverse 
deviation hypertrophy heart 
Normal in elderly 
individual 


Right axis Right ventricular Normal in infants 


deviation hypertrophy and in persons of 
asthenic habitus 
Premature Myocardial damage Usually the insigni- 
beats ficant! 


May be abnormal 
when onset follows 
myocardial infarc- 
tion or when their 
incidence is in- 
creased by exer- 
cise 


There are many 
other causes for 
low voltage 


Low voltage Myocardial damage 


It is not impossible to obtain faulty tracings 
by reason of a technical error during the re- 
cording. This is especially true in the ease of 
the precordial leads where the technician in- 
advertently crosses the lead wires and obtains 
a chest lead with the polarity reversed. I 
have seen a case where this happened and, on 
this single ECG, the ‘‘electrocardiographer’”’ 
made a diagnosis of myocardial infarction. 

If this brief declaration should stimulate 
any reader to consult Willius’ article, it shall 
have been worthwhile. I shall close with an- 
other quotation from Willius: 


“The electrocardiographer is not content to 
concern himself only with the interpretation 
of the graph before him but exerts his talents 
far beyond the boundaries of the science and 
records a clinical diagnosis. This license is 
frequently assumed wnen the _ interpreter 
knows nothing regarding the patient’s history 
or physical findings because he has not con- 
ducted an examination. Under such circum- 
stances the expression of a clinical opinion is 
utterly unwarranted, and when rendered con- 
stitutes an absurdity which has regrettably 
become prevalent and is a destructive influ- 
ence in clinical electrocardiography. 

“T have discussed this objection witn certain 
offenders and their invariable retaliation em- 
bodies the excuse that if a clinical opinion is 
not included the referring physician will not 
refer any more patients. Such an excuse is 
not acceptable and clearly indicates the fact 
that the electrocardiographer has evaded his 
true mission to his colleagues and to his com- 
munity. Two alternatives confront him. He 
must either create an understanding among 
his medical associates so that they also realize 
the limitations as well as the advantages of 
electrocardiography or he must permit them 
to draw their own inferences from his inter- 
pretation of the graph alone. Any compro- 
mise in this attitude is not only fallacious but 
dangerous.” 

REFERENCES 
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MISCELLANEOUS 
Re: Dr. Fishbein 


Dr. Morris Fishbein, editor of the Journal 
of the American Medical Association, is de- 
scribed in the October 19th Saturday Evening 
Post as ‘‘the best-known and least-liked doc- 
tor in the United States.’’ 

In an article entitled ‘‘Medicine’s India- 
Rubber Man,’’ Greer Williams writes that Dr. 
Fishbein ‘‘has been the despair of the best 
people and the wost—of professors and of 
quacks. He has been sued by eranks, vilified 
by patent-medicine makers, damned by sena- 
tors, deplored by social workers, exposed by 
muckrakers and repudiated by medical socie- 
ties. But his reflexes are still good at the age 
of fifty-seven. Always this small, hunehy 
man with the bald head, big ears, waving 
hands and cheerful insolence has bounced 
back. ’’ 

Dr. Fishbein, the article goes, ‘‘owes his 
somewhat mixed distinction to a double-edged 
truism: a sharp tongue dulls friendship, but 
it also gets attention. Like all success for- 
mulas, this one has spells of backfiring. Even 
so, Fishbein has made it almost a sure thing 
by saying what most doctors would like to 
have said and by being the only one of his 
kind.”’ 

When the American Medical Association ob- 
serves its 100th anniversary in Atlantie City 
next June, the article states, Dr. Fishbein ‘‘as 
ean take eredit for its 





much as any man 
erowth.’’ 





Congress On Medical Education 
And Licensure 

The 43rd annual session on medical eduea- 
tion and licensure and related topics will be 
held at the Palmer House in Chicago, Febru- 
ary 10 and 11, 1947, under the auspices of the 
Council on Medical Education and Hospitals 
of the American Medical Association and the 
Federation of State Medical Boards, aceord- 
ing to an editorial in the October 12 issue of 
The Journal. 


The editorial states: 


‘‘The termination of the war and the de- 
mobilization of the army have produced prob- 
lems which in many ways surpass in diffieulty 

(Continued on Page 240) 
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octor—Judge 





HILIP Morris suggests you judge ... from 
: the evidence of your own personal obser- 
vations .. . the value of PHILIP Morris Ciga- 
rettes to your patients with sensitive throats. 
PUBLISHED STUDIES‘ SHOWED WHEN SMOKERS 
CHANGED TO PHILIP MORRIS SUBSTANTIALLY EVERY 
CASE OF THROAT IRRITATION DUE TO SMOKING 
CLEARED COMPLETELY, OR DEFINITELY IMPROVED. 
But naturally, no published tests, no matter 
how authoritative, can be as completely con- 


vincing as results you will observe for yourself. 











PHILIP MORRIS 


PHILIP MORRIS & CO., LTD., INC. 
119 FIFTH AVENUE, NEW YORK, N. Y. 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60. 


TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine new blend— 
COUNTRY DOCTOR PIPE MIXTURE. Made by the same process as used in the manufacture of 


Philip Morris Cigarettes. 
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THE ANNUAL SESSION 


The 157th Annual Session of the Medical 
Society of Delaware was held at Dover, on 
October 8th and 9th, with the President, Dr. 
Walter C. Deakyne, of Smyrna, presiding. 
The program as prepared was earried out 
without any changes. Every essayist was on 
hand at his appointed time, and the papers 
presented were of a uniformly high quality 
and were liberally discussed. The transactions 
of the House of Delegates were conducted 
smoothly and efficiently. They will be pub- 
lished in the December issue of THE JOURNAL. 

The President’s address stressed the bring- 
ing of medical facts and triumphs, as well as 
our economic and political problems, to the 
public in a more concerted and _ systematic 


manner than has obtained hitherto. This pol- 
icy won wide approbation. : 

The social features comprised two luncheons 
and a dinner, and were thoroughly enjoyed 
by all who attended. 

The following officers were elected for the 
vear 1947: 

President, Dr. W. Edwin Bird, Wilmington. 

Ist Vice-President, Dr. Howard S. Riggin, 
Seaford. 

2nd Vice-President, Dr. Henry V’P Wilson, 
Dover. 

Secretary, Dr. C. Leith Munson, Wilming- 
ton. 

Treasurer, Dr. W. W. Lattomus, Wilming- 
ton. 

Councilor, Dr. Ervin L. Stambaugh, Lewes. 

The annual meeting of the Woman’s Aux- 
iliary was held at Dover on October 9th, the 
business meeting being conducted by the 
President, Mrs. Ervin L. Stambaugh, of 
Lewes. The usual reports of officers and com- 
mittees were presented and accepted. The 
feature of the meeting was an address by the 
President on the highlights of the National 
Auxiliary Convention in San Francisco last 
July. 

The tollowing officers were elected for the 
vears 1947-48: 

President, Mrs. George C. McElfatrick, 
Wilmington. 

Vice-Pres. for New Castle Co., Mrs. John H. 
Mullin, Wilmington. 

Vice-Pres. for Kent County, Mrs. Walter C. 
Deakyne, Smyrna. 

Vice-Pres. for Sussex Co., Mrs. George M. 
Van Valkenburgh, Georgetown. 

Recording Secretary, Mrs. Sylvester W. 
Rennie, Wilmington. 

Corresponding Secretary, Mrs. Andrew M. 
Gehret, Wilmington. 

Treasurer, Mrs. Charles M. Baneroft, Wil- 
mington. 

The next meeting of the Society and its 
Auxiliary will be held at Wilmington in Octo- 


ber, 1947. 
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Penicillin Facts And Rumors 
Recent articles in periodicals of wide circu- 
lation have created unwarranted fears in the 
minds of the public concerning the value of 
penicillin and other new remedies. 


Unfortunately, some of the articles are fact- 
ually incorrect. The creation of doubts and 
fears in the minds of patients concerning the 
therapy which they receive may prevent the 
fullest realization of benefits from treatment. 

Physicians should be in a position to give 
their patients the facts concerning penicillin 
and to allay any doubts or fears created by 
these publications. Briefly, the facts concern- 
ing the latest developments in penicillin thera- 
py are as follows: 

1. Commercial penicillin has consisted of 


varying mixtures of one or more of the five 
known fractions, I’, G, X, K and dihydro F. 


%. Penicillin K is apparently rapidly de- 
stroyed or eliminated in the body, and thera- 
peutic levels are not achieved or maintained 
in the body fluids following ordinary doses. 


3. Commercial penicillin now available is 
predominantly penicillin G, which is known to 
be effective although some of the penicillin 
produced for a few months in 1945 may have 
had relatively less G and more K than pre- 


vious or subsequent batches. 


4. As far as facts are available, penicillins 
F and X are as active clinically as penicillin 
G. Further research will be necessary to de- 
fine their usefulness with preciseness. 


5. Since precise methods are not available 
for the routine determination of the quantities 
of each fraction in each bateh of penicillin, 
the National Research Council has reeommend- 
ed increased dosage of penicillin as a safety 
precaution, particularly in the treatment of 
syphilis, in which the end result of therapy 
eannot be evaluated for a long time. 


6. Although bacteria have been made re- 
sistant to penicillin in the test tube, develop- 
ment of clinical resistance has not become a 
problem. Such an eventuality may be prevent- 
ed, in part, by giving adequate and not mini- 
mum doses of penicillin. 


OCTOBER, 1946 


7. All penicillin and penicillin pharmaceu- 
ticals currently on the market have been ex- 
amined and certified as to safety and efficacy 
by the United States Food and Drug Admin- 
istration. 


8. It is possible that natural or synthetic 
variations of the penicillin molecule will result 
in the development of a clinically better peni- 
cillin. None better than penicillin G is now 
available. 


While it is realized that the rapid develop- 
ments now being made in therapeutics make 
it increasingly difficult for busy physicians to 
read and evaluate the many scientific articles 
appearing in hundreds of periodicals, the phy- 
sician can keep himself informed of the more 
important developments through a study of 
the Reports of the Council on Pharmacy and 
Chemistry. Furthermore, the Council office 
and its personnel are always ready to answer 
inquiries and furnish information on drugs 
and therapeutic agents. Physicians, by using 
this service, can allay the fears of their pa- 
tients who have come to doubt the efficacy of 
penicillin even when properly used. 





Congress On Medical Education 


And Licensure 
(Continued from Page 237) 


those created during wartime. The extreme 
overcrowding of undergraduate universities 
and colleges, the reconversion of the medical 
school programs, the unprecedented demand 
for residency training and the affiliation of 
medical schools with veterans’ hospitals are a 
few of the important issues to be met. This 
43rd annual congress promises to be of un- 
usual significance. The congress provides an 
opportunity for special meetings of several na- 
tional groups concerned with medical eduea- 
tion, hospitals and licensure. These inelude 
the Executive Council of the Association of 
American Medical Colleges, the Advisory 
Board for Medical Specialties, the National 
Board of Medical Examiners and several oth- 
ers. Reservations at the Palmer House should 
be made at once. It is important that the re- 
quest for reservations be addressed to Mr. 
Frank Anton and that mention be made of the 
Annual Congress on Medical Edueation and 
Licensure. ’’ 
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New Drug For Malaria 
A new antimalarial drug, pentaquine (SN 


13,276—a complex chemical with the appear- 
ance of yellow needles), has been found ef- 
fective in suppressing infections due to the 
commonest and mildest form of the disease 
known as Plasmodium vivax, according to the 
October 12 issue of The Journal of the Ameri- 
can Medical Association. 

R. F. Loeb, M. D., New York, chairman of 
the Board for Coordination of Malarial 
Studies, in cooperation with other members 
of the board, investigated the action of the 
drug in eivilian establishments under the 
sponsorship of the Committee on Medical Re- 
search of the Office of Scientific Research and 
Development and in various Army installa- 
tions. 

Some of the pertinent conclusions drawn 
from these studies are: 

Pentaquine, studied in mice, rats, dogs, 
monkeys and human beings, is rapidly and 
completely absorbed from the gastrointestinal 
tract. 

It has an undesirable, but, at present, ill 
defined effect on the heart and circulation 
when administered in large doses. 

The poisonous quality of pentaquine is too 
great to warrant its use in preventive treat- 
ment or prolonged suppression of malaria 

The action of this drug was studied on 17] 
white volunteers. The investigators conelud- 
ed that a daily dose of 60 milligrams of penta- 
quine and two grams of quinine administered 
eoneurrently in divided doses every four 
hours for 14 days is ‘‘sufficient to produce 
radical eure of severe infections due to Plas- 
modium vivax.’’ However, they caution that 
the daily dose of 60 milligrams should not be 
exceeded. ‘‘Pentaquine should be administer- 
ed only under close medical supervision, pre- 
ferably during hospitalization,’’ they add. 

In conclusion the article states that the poi- 
sonous effect of the drug in Negroes and per- 
sons of mixed racial extraction and the safe 
treatment dosage for children are at present 
undetermined. 





BOOK REVIEWS 


Practical Malariology. By Paul F. Russell, 
M. D., M. P. H., Luther S. West. Ph. D., and 
Reginald D. Manwell, Sc. D. Pp. 684, with 283 
illustrations, 8 in color. Price, $8.00. Phila- 
delphia: W. B. Saunders Company, 1946. 


This comprehensive work can be recom- 
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mended, without qualification, to all persons 
who have any concern with malaria; whether 
their interest is literary, medical, biological, 
engineering, or merely that of an earnest 
dilettante. 

As its title indicates, this manual, a National 
Research Council publication, is based upon 
the practical knowledge of the authors gained 
through experience. They have well achieved 
their aim of giving clinical, laboratory and 
field information, about malaria, capable of 
being put to use in daily practice. Durimg ac- 
tual hostilities of World War II certain de- 
velopments were restricted but now that cen- 
sorship has been lifted it has been possible for 
them to discuss all important advances, thus 
integrating the new with the old. The result 
is this well balanced account of a disease which 
has put down nations from their high place in 
history and which is a most serious menace to 
civilian populations even now. 

A paragraph of the preface is well worth 
quoting because it identifies so exactly the 
reasons why malaria is still be reckoned with: 

“Scarcity of suitable malaria control organ- 
izations is probably the most serious social 
handicap to malaria prophylaxis throughout 
the world today. Economic barriers have 
lowered or altogether removed by spray-kill- 
ing. Rural malaria control in many areas can 
now be one of the least expensive of public 
health measures. But until there is wide ac- 
ceptance of the outstanding lesson in regard 
to the necessity for organization, so clearly 
demonstrated in World War II, malaria will 
remain a paramount disease.” 

Following a historical introduction which 
traces malaria from the earliest times to the 
use of DDT the text is divided into six see- 
tions: The Parasite; the Mosquito; the Man; 
the Community; Prophylaxis and Control; 
Therapeutic Malaria. 

Each of these sections is subdivided in so 
masterly a fashion the carefully prepared in- 
dex of twenty-three pages might almost have 
been omitted without too great interference 
with the use of the book as a reference text. 
To illustrate the systematic content of the see- 
tions, let us put down the headings of Section 
I1I—The Man. They are: Pathology; Clini- 
eal Aspects; Treatment of Malaria; Immun- 
ity; Lateney and Relapse; Blackwater Fever. 
And then to illustrate the systematic manner 
in which each topic is analyzed, let us follow 
Blackwater Fever: first a brief, complete, 
description, then, History, Epidemiology, 
Etiologv—predisposing factors, precipitating 
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factors, mechanism of hemoglobinuria—Mor- 
bid Anatomy, Clinical Pathology—blood, 
urine — Symptoms, Differential Diagnosis, 
Treatment, Prognosis, Prophylaxis, Refer- 
ences. 

It is not possible to pay adequate tribute to 
so magnificent a production in the limits of an 
admissible review. One striking point is the 
apparent ease with which reference is con- 
stantly made to the historic development of a 
name or a method or a theory. These are de- 
tails which result only from years of literary 
research combined with an intense concern for 
painstaking accuracy and thoroughness in the 
library as well as in the elinie and in the 
field. 

At the end is an appendix of Keys to World 
Anophelines, taxonomic details being illustra- 
ted and explained in the text. The keys are 
arranged according to geographic areas and 
cover the descriptions of adult females and of 
fourth instar larvae. There is also a key to 
the eggs of the maculipennis complex. 

In the foreword, Raymond B. Fosdick, 
President of the Rockefeller Foundation, says 
of malaria that ‘‘it is a stubborn disease, slow 
to kill, quick to ineapacitate, and hard to 
eure.’’ Here also is revealed the fine qualifi- 
eations of the authors of this volume; the 
senior author had been doing malaria control 
work as a field director of the Rockefeller 
Foundation for nearly twenty years when ne 
was drafted to head the malaria division of the 
Office of the Surgeon-General of the Army. 

The dedication, recording so dramatically, 
in two final words, an achievement of the war 
effort, transmutes the book into a monument 
upon which these words are graven: ‘‘ Dedica- 
ted to the personnel of the special field Malaria 
Control Organizations of the Armed Forces of 
the United States in World War II, through 
whose self-sacrificing and intelligent efforts 
the military hazards of malaria, so serious in 
1942 and 1943, were subdued.”’ 
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